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Introduction
Isolated pancreatic injury due to the blunt abdominal trau-
ma is rare and accounts for less than 1% of all trauma ad-
missions.[1] Most pancreatic injuries occur in young men.[1,2] 
Pancreatic injuries often accompany rapid decelerating in-
jury and result from a direct epigastric blow that compress-
es the organ against the vertebral column.[2,3] Blunt trauma 
to the pancreas may be clinically difficult to diagnose and 
the injuries may not be recognized during initial evalua-
tion or even surgery. Unfortunately, the rate of pancreatic 
complications was higher in the blunt trauma patients with 
a delayed diagnosis when compared with those patients 
diagnosed within 24 hours.[4] We present a case with an 
atypical location of pancreatic injury a fall from heigth and 
SUMMARY
Isolated pancreatic injury due to blunt abdominal trauma is rare 
and may be clinically difficult to diagnose. Parenchymal injuries 
may not be recognized during initial evaluation. We report the case 
of a 30-year-old male presented to the Emergency Department 
(ED) with the complaint of persistent abdominal pain, nausea, and 
vomiting. His medical history revealed that he fell from a height 
of approximately 1.5 meters 1 day ago and hit an iron block. He 
was presented and discharged from another hospital ED. Contrast 
enhanced computerized tomography (CECT) of the abdomen was 
ordered during his second presentation and revealed pancreatic 
parenchymal contusion, laceration, and transection at the tail of 
pancreas. Our findings suggest that, when there is high index of 
suspicion for pancreatic injury, a CECT should always be ordered.
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ÖZET
Künt abdominal travmaya bağlı izole pankreas yaralanması na-
dirdir ve klinik olarak tanı konulması zordur. Parankimal yaralan-
malar ilk değerlendirme sırasında ayırt edilemeyebilinir. Bu yazıda, 
devam eden karın ağrısı, bulantı ve kusma yakınması ile acil servise 
başvuran 30 yaşındaki bir hasta sunuldu. Hastanın öyküsünde bir 
gün önce 1.5 metre yükseklikten demir bir blok üzerine düştüğü ve 
başvurduğu başka bir hastanenin acil servisinden taburcu edildiği 
öğrenildi. İkinci başvurusu sırasında kontrastlı batın tomografisi çe-
kildi ve pankreas parankiminde kontüzyon, laserasyon ve pankreas 
kuyruk kesiminde kopma tespit edildi. Pankreas yaralanmasına ait 
yüksek şüphe mevcut ise kontrastlı batın tomografisi her zaman is-
tenmelidir.
Anahtar sözcükler: Karın travması; bilgisayarlı tomografi; pankreas yaralan-
ması.
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late presentation. In addition, we review the importance 
of ordering contrast enhanced computerized tomography 
(CECT) for patients with persistent nonspecific symptoms 
following abdominal trauma.
Case Report
A 30-year-old male was presented to the emergency depart-
ment (ED) of Akdeniz University Hospital with complaints of 
abdominal pain, nausea and vomiting. History revealed that 
he fell from a height of approximately 1.5 meters and hit an 
iron block 10 hours ago. He presented to another hospital 
ED soon after the event and his medical history revealed 
that repeated hemoglobin levels, abdominal ultrasonogra-
phy (US), and abdominal computed tomography (CT) were 
normal. He was discharged with a diagnosis of abdominal 
trauma with no organ injury after a few hours of follow-up.
He presented to our ED with persistent nausea and vomit-
ing. Initial vital signs were normal; blood pressure: 143/93 
mmHg; heart rate: 84/min.; respiratory rate: 24/min.; tem-
perature: 37.0 °C. There was an abrasion on the left upper 
quadrant on abdominal examination and he had tender-
ness at the same abdominal region, however; guarding or 
rebound tenderness were not noted. Initial leukocyte count 
and serum lipase levels were elevated (23,590/mm3 and 
1419 U/L, respectively) where as his hemoglobin level was 
16.3 g/dL. 
US revealed free fluid accumulation of maximally 60 mm in 
the perihepatic, perisplenic, pelvic, and left perirenal area 
of the abdominal cavity. CECT of the abdomen was ordered 
and uncovered pancreatic parenchymal contusion, lacera-
tion, and transection at the tail of pancreas (Figure 1). The 
patient was admitted to the general surgery and under-
went to emergency laparotomy. Distal pancreatectomy 
with splenectomy was performed. His body temperature 
was elevated a day after the surgery and antibiotherapy was 
changed to imipenem/cilastatin sodium. Pleural effusion of 
80 mm was noted on the left pleural space on the third day 
post-surgery. Respiratory disease consultation was offered 
to monitor the amount of fluid, since the accumulation was 
thought to be caused by transdiaphragmatic transition. He 
was discharged on the 13th day post-surgery with complete 
recovery.
Discussion
Blunt trauma to the pancreas usually results from road traf-
fic accidents. For example, when an unrestrained driver is 
thrown onto the steering wheel or a motorcyclists or chil-
dren on bicycles fall onto the handlebars. Mainly, transec-
tion occurrs at the neck of the pancreas over the vertebral 
bodies due to the deceleration injury during blunt trauma 
to the epigastric region.[2,4-7] 
Patients usually present late and have minimal symptoms 
and signs.[8] An early normal serum amylase does not ex-
clude major pancreatic trauma.[2,3,9] On the other hand, amy-
lase levels may be elevated from nonpancreatic sources. 
However, persistently elevated or rising serum amylase lev-
els should prompt further evaluation of the pancreas and 
other abdominal viscera.[3]
Although abdominal US has the ability to detect small 
amounts of fluid in the abdomen, it misses the diaphragm, 
bowel, pancreatic, and solid organ injuries. 
CECT is the best investigation on diagnosing pancreatic inju-
ries and should be done in all cases with clinically suspected 
Figure 1. Axial contrast enhanced CT image of the abdomen demonstrating pancreatic parenchymal contusion, laceration and transection 
at the tail of pancreas (arrows). 
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isolated pancreatic trauma.[2] Despite all, CT scanning may 
be initially normal with acute blunt pancreatic injuries. The 
ability of CT scanning to facilitate accurate diagnosis of pan-
creatic injury depends on the quality of the CT scanner, the 
imaging technique, the experience of the observer, and the 
timing of the examination.[10] Within the first 12 h after the 
injury, CT scans may appear normal in a significant fraction 
of injuries.[11-13] This is due to the obscuration of the fracture 
plane, hemorrhage, and close apposition of the pancreatic 
fragments.[11,13] CT scan diagnoses of the pancreatic injuries 
revealed variable sensitivity and specificity because many 
findings are subtle, absent or, at times, slow to develop. The 
sensitivity and specificity of a CT scan in detecting pancre-
atic trauma of all grades has been reported to be around 
80%.[12-15]
Direct signs of pancreatic injury on CT include pancreatic lac-
eration, transection, and comminution. At the site of injury 
or transection, fluid collections, such as hematomas, pseu-
docysts, and abscesses, are often seen communicating with 
the pancreas. Peripancreatic fluid and focal enlargement of 
the pancreatic tissue also suggest pancreatic injury. Useful 
secondary signs are peripancreatic fat stranding, hemor-
rhage, and fluid between the splenic vein and pancreas.[6,9,16]
In conclusion, a high index of suspicion for isolated pancre-
atic injury is necessary in patients with specific upper ab-
dominal injuries during initial ED evaluation and contrast 
enhanced CT should always be ordered. Repeat scanning at 
12 to 24 hours should also be considered to detect an abnor-
mality which may be initially ambiguous or subtle.
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